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Objectives

e Who

® Recognize which patients with native left sided valvular heart disease may
benefit from stress echocardiography (SE)

° Why

® Understand the rationale behind SE in these patients

® AndWait...

® Recognize limitations and promising new applications




Stress Echo Methods
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Key Points

® Regular stress testing reasonable in
asymptomatic severe AS patients o mprandspie el e

<0.60 cm*/m?

®  Abnormal test merits AVR (Class |,

Exercise Testing jl Stress echocardiography

ACC, ESC)
Symptoms ] [ Abnormal BP Rt Lir:‘itg-il SPAP> 60mmH
i MTAG> 20mmHg|| contractic
® Exercise echo gl
® Improves risk stratification (?early \
ESC class I ESC class Ila \
Su rgery) ACC/AHA class Ila | | ACC/AHA class 11a | [ESC ¢lass Iib \
® Consider AVR for rise in mean gradient Close Usual *
>20mmHg ?(Class b, ESC) Aortic valve replacement | follow-up follow-up

Nishimura R, JACC 2014; 63(22):2438-2488; Bax ||. EHJ 2012; (33): 245 1-2496;Figure from Henri C CJC;2014 (30): 1012-1026




Key Points

Symptomatic low-flow, low-gradient aortic stenosis
AVA < 1.0 em? or < 0.6 cm?m? and MTAG < 30-40 mmHg and SV < 35ml/m?

® Dobutamine Stress and Severe AS

| Dobutamine stress echocardiography I

® |ow dose /\

o TRUE SEVERE AS PSEUDO SEVERE AS:
Presence Of ﬂOW reserve hel PfUI Increase in AVA < 0.2 cm?, Increase in AVA > 0.3 cm?,
MTAG > 40mmHg, MTAG < 40mmHg,
AVA < 1.0-1.2 cm? or AVA > 1.0-1.2 cm? or
® No flow reserve #Z No LV recovery AVA proj < 1.0-1.2 em? AVA peoj = 1012 a2
3
® Consider Projected AVA <I.0cm2 or L
: L ESC class Ila ESC class IIb **
e !CT forAV calcium quantification ACC/AHAclass Tla| | ACC/AHA class Ila
| Y
| Aortic valve replacement I l Medical treatment

Nishimura R, JACC 2014; 63(22):2438-2488; Bax ||. EH) 2012; (33): 2451-2496 ; Figure from Henri C CJC;2014 (30): 1012-1026




Key Points

Asymptomatic moderate-severe mitral stenosis Symptomatic mild mitral stenosis
MVA< L5 cm? MVA > 1.5 cm?

N

Stress echocardiography

®  Useful if symptoms with MVA >1.5cm?2 at
rest, also if asymptomatic <|.5cm?2

® Exercise stress echo preferable

SPAP > 60mmH MTMG > 15 mmHg |

® Change in MTMG >|5mmHg (exercise)
or 18 mmHg (dobutamine) predicts
events N

Close follow-up

[ACC/AHA class I1b|

Percutaneous valvuloplasty
if suitable anatomy and MR < moderate

® Early rise and large relative rise in RVSP?

Nishimura R, JACC 2014; 63(22):2438-2488; Bax ||. EHJ 2012; (33): 245 1-2496; Figure from Henri C




Key Points

Primary MR Secondary MR
® Negative prognostic factors with ® More complex, may be helpful:
exercise:
® Etiology

® Reduced functional capacity
® Symptoms, severity,RVSP

® ERO increases by more than

|0mm2 or RV by >15ml ® Chronic HF: ERO change>|3mm?2 worse
ARl
® RVSP >54mmHg ? ‘
® RV dysfunction (TAPSE <I9mm) |
EROA = 12 mm?\ /
®  Abnormal LV response (no o Exercise
change in EF by 4% or GLS 3 )
change <2% S ; ey
= S AT
® Interpret RVSP cautiously -? Surgery = | | -
if RVSP 260mmHg (ESC 2012, not . L Al

ACC)

Figure from Henri C CJC;2014 (30): 1012-1026




Aortic Regurgitation

Not recommended for clinical routine use by ACC or ESC valve guidelines

Few studies with AR and stress echocardiography
Focus on LV parameters

® Dobutamine stress echo for viability

® Subclinical LV dysfunction using LVEF or strain

® Prognosis worse (LV dysfunction, earlier surgery) if LVEF does not
change by 5% or LVESD does not decrease

Lancellotti P et al. Circ Cardiovasc Imaging.2013 ;6:840-849; Henri C CJC;2014 (30): 1012-1026
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